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Article I. 

The Internal Complications op Acute Erysipelas. By J. M. 

Da Costa, M.D., Professor of Practice of Medicine in the Jefferson 

Medical College, Phila., Physician to the Pennsylvania Hospital, etc. 

I have often thought that the investigation of erysipelas, as physicians 
see it, might have a much wider range than is commonly accorded to it; 
aud that a study of the disease from a more general point of view would 
show it to possess peculiarities which do not at first sight appear. In 
this spirit I offer this paper as a contribution to the subject, premising 
that it does not, in many respects, aim at more than the suggestion of 
topics for analysis, since some of the questions mooted are too large for 
exhaustive discussion here. But what I wish particularly to show is, that 
erysipelas, as we meet with it, is a disease having definite and fixed com¬ 
plications, as fixed as those of any general malady; and that their very 
occurrence is a proof of the general nature of the affection, and of the 
error of considering it as a mere local disturbance. To prevent mis¬ 
understanding, let me say that I have drawn my conclusions exclusively 
from what physicians call erysipelas, idiopathic erysipelas, especially facial 
erysipelas. 

It would be superfluous to describe the well-known local signs of the 
disease. I will only recall that on the fourth day usually the swelling 
has decidedly diminished, and that the cuticle shows here and there signs 
of peeling off; nor shall I do more than examine into one symptom 
which belongs to the general disturbance that attends the cutaneous in¬ 
flammation—the altered temperature. 

The temperature rises rapidly, and in twenty-four hours attains often 
to 104° or 105°. During this rise there is a slight morning remission ; 
on the third day usually the fever heat reaches its height, and the morn¬ 
ing remission becomes more decided. But where the inflammation is 
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spreading, and intense, the temperature remains continuously high ; and 
in the absence of the morning fluctuations we have a prognostic sign of 
value. In ordinary cases the fall of the temperature is as remarkable as 
its sudden rise; after the fever heat has been for a day or two at its 
height the temperature sinks quickly, usually within twenty-four or 
thirty-six hours, to a normal standard. This happens generally from the 
fifth to the seventh day of the affection. If relapses take place the 
temperature rises again rapidly; and should the case be a protracted 
one, with occasional aggravation of the disease, the mercury, which lias 
always indicated more than normal heat, shoots up several degrees with 
each accession of inflammation. Further, there may occur, even after 
convalescence from the erysipelatous inflammation and complete inter¬ 
mission of the fever, curious and irregular, very marked and rapid rises 
in temperature, associated with feelings of depression and general dis¬ 
turbance, but without return of the erysipelatous inflammation of the 
skin. This has not, to my knowledge, been described, and I shall record 
an illustrative case, selected from several observed. I may add that I 
have known these returns of febrile condition give rise to the idea of 
malaria, and surprise expressed that they were not prevented by quinia. 
They are most likely due to the influence of the poison acting on other 
points than on the skin; or to septic conditions, or changes in local 
lesions, which may have been produced in internal organs. 

Case I. Phlegmonous Erysipelas; High Temperature; Albuminuria; 
Recovery delayed by several attacks of fever without recurring Erysipelas. 
—John F., ait. 48 years, a puddler in a foundry, came into the Penn¬ 
sylvania Hospital Dec. 29, 1876. He was rather intemperate in his 
habits, but had a good physique, and generally enjoyed good health. 
Five days prior to admission he had an attack of coryza, and two days 
later erysipelas appeared on his nose and spread rapidly over the cheeks. 
Upon admission, the forehead, right ear, both cheeks, and nose were seen 
to be tumid, dusky red, and burning. He was feverish, with a tem¬ 
perature of 105^°. The tongue was thickly coated, but moist; he had 
no appetite ; the bowels were constipated. Upon auscultation of the 
heart no murmur was found; the first sound was dull, the second distinct. 
The patient was very nervous and slightly delirious. 

He was ordered tincture of iron fifteen minims every fourth hour, with 
bromide of potassium at night (which, however, was soon discontinued); 
and locally lead-water and laudanum. The urine was clear, orange- 
colored, acid, of specific gravity 1020, and with a trace of albumen; but 
no casts were detected. 

The albuminuria persisted on Jan. 1st, 2d, 3d, and 4th, and the other 
symptoms were much the same. 

5th. The erysipelas encroached upon the scalp; the patient was more 
delirious ; he was ordered milk punch with two ounces of whiskey daily. 

6th. Still delirious, and urine albuminous. 

7th. No albumen existed in the urine. The redness was diminishing; 
the temperature was nearly normal. 

8th. The temperature ran up to 104° without obvious cause ; there 
was no albuminuria. 
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9 tli. The temperature had again fallen, and the patient was evidently 
better. No albumen was found. He was ordered ten grains of quinia 
daily. 

Daily examinations of the urine were continued, and showed the 
absence of albuminuria, until Jan. 14th, when a trace was present; the 
patient complained of not feeling quite so well as he had been. His 
temperature the previous evening had been 105°. 

lath. No albuminuria; temperature 98-J- 0 to 98°. 

17 th. No albumen was found ; the patient was convalescent. 

22 d. Several small abscesses had formed in the scalp after the inflam¬ 
mation had subsided. The patient was gaining strength and was out of 
bed, but his face was still red and scaly. 


Diagram No. 2. 
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It was noted, Jan. 31st, that the abscesses had healed, except one 
large one on the back of the neck. Previous treatment was discontinued 
and tonics given. While convalescing he had, in the month of Feb¬ 
ruary, a relapse lasting four or five days, during which a trace of albu¬ 
men again appeared in the urine for a day or two and then finally disap¬ 
peared. The relapse was attended with swelling and inflammation of the 
face, starting apparently from one of the abscesses on the neck. He was 
discharged, March 29, 1877, perfectly well. 

The temperature charts show the sudden rises and some of the attend¬ 
ing phenomena. 

Now in this instance the temperature rises, except the last, were unac¬ 
companied by recurrence of the erysipelatous inflammation of the face. 
Sometimes, in the same case, we may have the seemingly causeless out¬ 
breaks, alternating or occurring side by side, with relapse of the whole 
trouble. The next is a case in point. It happened in a patient who 
interested me much, who was under the care of my colleagues at the 
hospital, Dr. Hutchinson and Dr. J. Aitken Meigs, and who, besides the 
outbreaks of high temperature, which here seemed like abortive attacks 
of the disease, presents a history remarkable for the number of complete 
relapses that were met with. In the description the temperature record 
is prominently brought forward. 

Case II. Idiopathic Erysipelas; Temperature 105°; Albuminuria; 

Recovery delayed by several relapses and outbreaks of fever _Angus C., 

set. 28 years, admitted March 30, 1874, and discharged, cured, June 26, 
1874, after three relapses. 

Three days before admission the patient was taken with a chill, fol¬ 
lowed by continued fever with anorexia and constipation, but without 
vomiting. About the same period his nose began to swell and became 
red and painful. He was a temperate man, and his previous health was 
good. When brought to the hospital his features were very much swollen, 
and the face generally was involved in the disease. He had fever on the 
evening of admission; his pulse was 96, the respirations were 18, and he 
had a temperature of 103^°, in the axilla. His tongue was coated, but 
not dry; and his bowels were constipated. The urine was albuminous, 
of acid reaction, and with a specific gravity of 1020. Twenty drops of the 
tincture of iron were ordered to be given every second hour; mucilage of 
elm was used as a local application. 

On the next day he seemed more comfortable, the bowels having been 
moved by a saline laxative. 

Morning, pulse 96; resp. 18; temp. 101°. Evening, pulse 84; resp. 
18 ; temp. 103^°. 

April 1. Morning, pulse 80 ; resp. 18 ; temp. 101°. Evening, pulse 
80 ; resp. 18; temp. 101°. 

2 d. Morning, pulse 76 ; resp. 18 ; temp. 101^°. Evening, pulse 70 ; 
resp. 18 ; temp. 101.° Improving ; face not nearly so swollen. 

3d. Morning, pulse 74; resp. 18; temp. 100°. Evening, pulse 86; 
resp. 18 ; temp. 103°. 

ith. Morning, pulse 74; resp. 18 ; temp. 100°. Evening, pulse 96 ; 
resp. 30 ; temp. 105°. 

5th. Morning, pulse 90 ; resp. 18 ; temp. 102°. Evening, pulse 90 ; 
resp. 24 ; temp. 104°. 




326 Da Costa, Internal Complications of Acute Erysipelas. [Oct. 

6/A. Morning, pulse 90 ; resp. 24; temp. 101 °. Evening, pulse 86 ; 
resp. 20 ; temp. 103°. 

7th. Morning, pulse 90 ; resp. 24; temp. 100°. Evening, pulse 80 ; 
resp. 20 ; temp. 105°. Some return of the symptoms ; a slight relapse. 

8 th. Morning, pulse 80 ; resp. 18 ; temp. 97°. Evening, pulse 86 ; 
resp. 24 ; temp. 102°. 

9 th. Morning, pulse 80 ; resp. 18 ; temp. 99°. Evening, pulse 84 ; 
resp. 18 ; temp. 101°. 

10 th. Morning, pulse 74 ; resp. 18 ; temp. 99°. Evening, pulse 70 ; 
resp. 18 ; temp. 103°. 

11 th. Morning, pulse 80 ; resp. 18 ; temp. 100°. Evening, pulse 74 ; 
resp. 18 ; temp. 102°. Patient weak, but improving steadily. 

12 th. Morning, pulse 60 ; resp. 18 ; temp. 99°. Evening, pulse 70 ; 
resp. 18 ; temp. 100°. 

13 th. Morning, pulse 64; resp. 18; temp. 98°. Evening, pulse 64; 
resp. 18 ; temp. 99^°. 

14 th. Morning, pulse 64 ; resp. 18 ; temp. 99°. Evening, pulse 64 ; 
resp. 18 ; temp. 99°. 

15 th. Morning, pulse 72 ; resp. 18 ; temp. 99°. Evening, pulse 64 ; 
resp. 18 ; temp. 100°. 

16/A. Convalescing rapidly. No albumen to be detected in urine. 

17 th. Swelling of face has disappeared. 

18/A. Is out of bed, and doing well. 

26///. Had a relapse this morning, although he was thought to be nearly 
well. The face became red and tumid as before. Morning, pulse 94; resp. 
18 ; temp. 104°. The iron treatment was resumed. Evening, temp. 
102°. 

27/A. Morning, pulse 100; resp. 18; temp. 102°. Evening, pulse 
100 ; resp. 18 ; temp. 102°. 

28/A. Morning, pulse 100 ; resp. 18 ; temp. 102^°. Evening, pulse 
90 ; resp. 18 ; temp. 101^°. Swelling diminishing. 

During the next week the patient rapidly improved, and was again 
allowed to walk around the ward. He seemed to have quite recovered, 
although, as it appears, not definitely, for on May 5th he had a complete 
return of the symptoms. This relapse only lasted three days, the tem¬ 
perature on the 12th being normal, and the swelling having greatly 
decreased; four days later he was out of bed, convalescent. 

May 19. The evening temperature was 103°; redness having reap¬ 
peared in the face on the previous day. The iron treatment was again 
instituted. 

20/A. The morning and evening temperatures were alike, 102°; the 
next morning it was 102°, and in the evening 103°. 

22/7. Morning, pulse 88 ; resp. 24 ; temp. 98°. Evening, pulse 96 ; 
resp. 24; temp. 101°. 

23 d. Morning, pulse 108 ; resp. 18 ; temp. 101^°. Evening, pulse 76 ; 
resp. 18 ; temp. 97°. 

24/A. Morning, pulse 98; resp. 24; temp. 100^°. Evening, temp. 97°. 

25/A. Morning, pulse 108; resp. 24; temp. 105°. Evening, pulse 108; 
resp. 18 ; temp. 101-|°. 

26/A. Morning, pulse 108 ; resp. 24 ; temp. 105. 

The high temperature of the last two days was unattended by any out¬ 
break of erysipelatous redness or swelling. 

27/A. No fever this morning. The urine was acid, had a specific 
gravity of 1012, and was slightly albuminous. 
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As it was thought possible that there might be some malarial element 
in these repeated attacks, the patient had been placed on sixteen grains 
of quinia sulphate daily, but without preventing an outbreak, during which 
the erysipelas of the face returned. 

28th. Morning, pulse 80; resp. 18; temp. 99°. Evening, temp. 104|°. 

29th. Morning, pulse 74 ; resp. 18 ; temp. 98|°. Evening, pulse 100 ; 
resp. 24 ; temp. 105°. 

80th. Morning, pulse 70 ; resp. 18 ; temp. 97|°. Evening, pulse 84 ; 
resp. 18 ; temp. 102°. 

31st. Morning, pulse 84; resp. 18 ; temp. 101°. 

June 1. The patient had a normal temperature, and the redness was 
disappearing. He was ordered Fowler’s solution five minims three times 
daily, with iron and quinia. Under this treatment he continued to im¬ 
prove until the 15th of June, when some puffiness of the eyelids was 
noticed, and the arsenic was discontinued; this symptom had nearly dis¬ 
appeared three days later. From this time his improvement was rapid 
and without further interruption, except that a stye appeared on the 
upper evelid. There was no albuminuria. He returned to his work June 
26, 1874. 

The first of the internal complications which I shall describe is the 
kidney disorder. It is very common, indeed so common that I dislike to 
call it a complication ; it seems rather an essential part of the disease. 
The affection shows itself chiefly by the presence of albumen in the urine; 
and the occurrence of albuminuria in erysipelas is a matter that has been 
noticed by several recent observers. But what has not been noticed is, 
that albuminuria is the rule, not a mere accident in erysipelas ; that it 
happens with quite as great or even greater frequency as in diphtheria or 
in scarlet fever. I have been studying this subject for a number of years, 
and now know that I am correct in deducing from many observations the 
rule that albuminuria is present in every case of marked erysipelas; even 
in light cases it will exist as a transitory phenomenon, perhaps for a day. 
As regards the time at which the albumen appears in the urine, it is not 
generally found the first few days—though Case X\ II. proves that decided 
renal trouble may be present early—but as the disease has reached its 
height, or as desquamation is beginning. The albuminuria passes away as 
a rule with the acute disorder, at least I have never known a permanent 
renal difficulty result from the derangement of the kidney that occasions 
it, though I have known it to be present long after convalescence. During 
those temperature rises above described, following the first outbreak, it 
may reappear in the urine in small quantity, but usually does not, while 
in the course of a regular relapse it is much more common, particularly 
if the relapse be of any duration. Yet, generally speaking, it is not so 
marked nor so constant in the relapse as in the first outbreak. 

The amount of albumen present in the scanty urine is not large, and 
in light cases very slight. When decided, we are apt to find also slightly 
granulai* renal epithelium, and epithelial or fibrinous casts and an excess 
of urates. Blood casts, like those in the urine of acute Bright’s disease 
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or of scarlet fever, I have most rarely encountered; but free blood corpus¬ 
cles and leucocytes are not infrequent. 

I subjoin a few cases, selected from a considerable number, that will 
illustrate the remarks just made. 

Case III. Erysipelas of the Face extending to the Scalp, coming 
under Observation on the fourth day ; Marked Hebetude and Delirium; 
Albuminuria and Renal Casts appearing coincidently with Desquama¬ 
tion of the Face, and ceasing on recovery from the original disease _ 

Albert C.,a3t. 25, was received into the medical ward of the Pennsylvania 
Hospital January 17, 1868. As the patient was in a condition of marked 
hebetude, no trustworthy history could be obtained of him except that he 
had been sick for about four days. Upon admission the entire surface of 
his face was covered with an erysipelatous blush, which was extending 
to the scalp. The lungs were clear. The bowels were constipated. 
During the day his condition became worse, and towards evening there 
was active delirium, making it necessary to confine him to his bed by 
straps. He was ordered tincture of iron, quinia, and milk punch. 

On the 19th the violence of the inflammation had greatly subsided, and 
spots of desquamation appeared on the face. He was still restless and 
wandering, but his pulse had improved in force. The bowels were 
opened daily, and, as far as could be observed, the urinary secretion was 
moderately free, although, owing to the condition of the patient, it was 
difficult to collect sufficient for testing. A specimen examined was bright 
yellow in colour, acid in reaction, sp. gr. 1020, and was about one-third 
albuminous. There was a small deposit containing a number of fibrinous 
and granular casts. The next day the proportion of albumen decreased to 
one-eighth, the casts were still present; the face was desquamating freely. 
On the 24th the albuminuria still existed to the extent of one-eighth of 
the bulk, but there were fewer casts. The next day, January 25, the 
urine was pale-yellow, sp. gr. 1023, neutral in its reaction, and contained 
about one-twelfth albumen. There was a large deposit showing uric 
acid in considerable quantity, and some amorphous urates and granular 
cells. On the 28th the albumen remained about the same, a few granular 
casts were found, with renal epithelium and urates. There had been 
steady improvement, the inflammation had subsided, and the skin of the 
face was still peeling off. No abseesses appeared. The next day he 
was considered fairly convalescent, his appetite was good, the bowels 
were regular, the urine was passed in fair quantity, in which no albumen 
was appreciable. He steadily recovered, and was discharged well, no al¬ 
bumen having been detected after the last note. 

Case IV. Idiopathic Phlegmonous Erysipelas appearing four days 
previous to entering hospital; Sore Throat; Dorso-lumbar Pains; Weak¬ 
ness of Circulation; Congestion of the Lungs; Hematuria; Albuminu¬ 
ria disappearing during Convalescence ; Recovery delayed by a slight re¬ 
lapse, during which there was no return of the Albuminuria _John B., 

set. 25, was admitted February 1, 1867. He made the following state¬ 
ment concerning the onset of the disease: On the Saturday previous to 
his admission (Jan. 26) he felt quite sick, having headache and flitting 
pains through his body, but, as he had been suffering from a severe cokl 
for three days, he did not attach much importance to the additional dis¬ 
comfort until the 28th, when he noticed the presence of a red and painful 
spot on the bridge of his nose. This redness gradually spread over the 
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entire face, and was accompanied by swelling of the features, fever, dis¬ 
gust for food, and constipated bowels. 

He was admitted on the fourth day of the disease, when it was observed 
that the entire surface of his face was red, swollen, and burning, the eyes 
were tightly closed, and the inflammation was apparently encroaching on 
the scalp. His throat was sore, and he complained of dorso-lumbar pain. 
His pulse was 116, with a tendency to dicrotism, the heart-impulse was 
forcible. The respirations were 44 to the minute, and signs of general 
pulmonary congestion were detected by auscultation. He was ordered 
stimulants, an abundant supply of milk, and tincture of iron in full doses, 
with chlorate of potassium. 

The next day the swelling of the face had decidedly decreased, and 
there was a slight purulent discharge from the edge of the lid of the 
right eye. The congestion of the lung had greatly diminished, a slight 
cough still remaining. The respirations were reduced to 20, and the pulse 
to 96. He appeared rational, and spoke intelligently through the day, but 
became delirious towards evening. 

Feb. 6. His urine for the past two days has been decidedly albumi¬ 
nous, depositing crystals of uric acid, with small granular cells, but no 
tube-casts were discovered, though a granular mass closely resembling a 
cast, and possibly of that nature, was seen. 

There was no further disposition on the part of the disease to spread 
over the scalp or into the mouth, and the skin of the face was observed to 
be desquamating. The lungs have cleared up completely. An abscess of 
upper lid of the right eye was lanced. 

On the 8th, it was noted that the erysipelatous inflammation of the face 
had disappeared, but the abscess above the eye was still discharging. 
The urine examined the day previous was found to be smoky, and the 
deposit slightly tenacious; it was of sp. gr. 1018, and was less albuminous 
than before, but there was a heavy precipitate of the chlorides. It con¬ 
tained large crystals of uric acid, blood crystals, and renal epithelium, 
with fragments of granular epithelial tube casts. Examined Feb. 10th, 
only a trace of albumen existed; there was a large deposit of phos¬ 
phates and urates, but the chlorides were normal. The next day the 
albumen was entirely absent, and did not return during the remainder of 
his illness, although daily examinations of the urine were instituted for 
its detection. His temperature now was nearly reduced to the normal 
standard, and the face was desquamating freely. He had become ema¬ 
ciated, but was rapidly regaining strength. During the few days preced¬ 
ing this note he became temporarily quite deaf in both ears. 

Steady improvement continued, and he was allowed to get out of bed 
on the 20th of February. On the 21st the erysipelas again attacked his 
face, and by the next evening had involved the whole right side of the 
face. His temperature was 104°, pulse 120, weak and slightly dicrotic; 
he was restless and feverish, his stomach was irritable, and his bowels 
constipated. The urine was pale-amber, acid, sp. gr. 1009; it contained a 
trace of phosphates, but no albumen nor casts. On the 25th the tempe¬ 
rature was 99°, and he was evidently improving. No delirium occurred 
during the relapse, and no albuminuria existed. March 8, it was noted 
that not a trace of the erysipelas remained, save the scars above the right 
eye, and he was regarded as completely and finally convalescent. 

As regards the time of the occurrence of the albuminuria, it has already 
been stated that it generally appears as the local trouble has reached its 
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height, or has just begun to decline and desquamation here and there com¬ 
menced. Now, if the urine be examined before the third or fourth day, 
albumen will not often be detected, or if analyzed late in the disease (as 
in Rose C. D., Case 154, Pennsylvania Hospital Notes, not seen until the 
seventh day of the disease), the abnormal ingredient will not be found, 
although renal epithelium will still be discerned, and although it is ex¬ 
tremely likely that the albumen has previously existed. How passing 
the albuminuria may be, was learned from this patient:— 

Case Y. Idiopathic Erysipelas, seen on the third day; Transient 
Albuminuria without Casts; comparatively low temperature; attack 
lasting jive days _Kate D., ®t. 25 years, domestic, born in Ireland, ad¬ 

mitted April 4, 1873, the disease having appeared two days before. She 
had received no wound or scratch, and knew of no special cause for the attack. 
It first began on the nose and soon involved the entire face, but did not 
extend to the scalp. At the onset there was fever but no chill, the bowels 
were constipated. Urine examined on day of entering the ward was 
found to be acid, sp. gr. 1028, and contained a small amount of- albumen, 
but no casts were discovered. No albumen was detected after the second 
day of her stay in the hospital. Pelirium was not observed subsequently 
to her admission to the hospital, and none was reported as existing prior 
to that date, but headache certainly was present. The temperature did 
not rise above 99|°, and on the third day was normal, when she became 
convalescent. She was in a few days discharged, having rapidly recovered. 
The treatment was by frequent doses of tincture of chloride of iron, occa¬ 
sional laxatives and demulcent applications. 

The state of the kidney which produces the albuminuria is that of con¬ 
gestion, congestion primarily of the cortical substance. Subsequently an 
accumulation of renal epithelium takes place in the uriniferous tubules: 
these become here and there clogged and distended, in other instances 
they are denuded ; everywhere within them the epithelium is very granu¬ 
lar. The whole organ is increased in size, and if the albuminuria be at all 
persistent, a certain amount of exudation takes place, particularly in and 
around the convoluted tubes, there is an overgrowth of connective tissue, 
and the entire appearance is decidedly that of a parenchymatous nephritis. 
The changes were carefully studied in this case :— 

Case VI. Phlegmonous Erysipelas involving Face and Scalp, begin¬ 
ning jive days before treatment; Violent Delirium; Coma; Death; Au¬ 
topsy showing Granular and Fatty Degeneration of Liver and Kidneys. 
—John R., a;t. 46, fisherman, was admitted February 18, 1868. He had 
been drinking to excess for a number of years, and his general health had 
become impaired in consequence. He was taken ill five days before admis¬ 
sion, with erysipelatous swelling of the face and enlarged cervical lym¬ 
phatic glands under the angles of the lower jaw. The inflammation 
rapidly extended and invaded the scalp, and on the 16th of February he 
became delirious, and the next morning was so violent that it was 
necessary to hold him in bed. On this day—the day preceding his ad¬ 
mission—the skin under his eyes exuded pus and blood, which formed 
a crust, resembling eczema. He entered the hospital in a state of low 
delirium and approaching coma. His face, head, and neck were enormously 
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swollen, and the eyes were completely closed. Abrasions of the skin were 
seen under the eyes, behind the ears, and under the occiput; from the 
surface of these places pus mixed with blood was escaping in considerable 
quantity. His pulse was barely perceptible, the surface of the body was cool 
and covered with clammy sweat. He was moribund when admitted, and 
died the same evening. No urine could be obtained for examination. 

Autopsy _The examination was restricted to the abdomen. The liver 

was enlarged, yellow and fatty. The kidneys were large and flabby, and 
their capsules appeared to be slightly thickened, but were smooth. Upon 
section, the general colour of the surface was a reddish yellow. The medul¬ 
lary cones were indistinct and widely separated. No line of demarcation 
Avas visible between the cortical and medullary substance, and the normal 
appearance of the secreting portion was greatly changed. Examined 
microscopically the gross appearance of granular degeneration was con¬ 
firmed; there was an abundance of free oil globules. The epithelium of 
the straight and convoluted tubes was darkly granular, it was in many 
places peeled otf, and in others was seen to he plugging the tubes. A 
decided increase of parenchymatous texture was determined, and in no 
part of the kidneys could perfectly healthy structure be found—healthy as 
to colour and normal character of secreting cells. 

As this case happened in a person of intemperate habits, it is most 
probable that the markedly fatty condition of the kidneys was largely the 
result of alcoholism and did not belong to the acute malady which termi¬ 
nated his life. But the other appearances were the same as I. have met 
with in a number of post-mortem examinations, even a certain amount of 
coarse fatty change mixed with the granular degeneration of the epithe¬ 
lium- Let me also call attention to the corresponding alteration of the 
liver. It is not a mere coincidence. Granular infiltration of the hepatic 
cells and some fatty change I have witnessed very often in erysipelas, and 
even to the naked eye the liver may have the pale or yellowish appear¬ 
ance indicative of this change. Perhaps the feeling of distress in th«e 
hepatic region of which some patients affected with idiopathic erysipelas 
complain may be connected with the lesion. But I have not any posi¬ 
tive clinical evidence to offer on this point. 

A very interesting question growing out of the study of albuminuria 
found in idiopathic erysipelas is, Does it equally happen in traumatic ery¬ 
sipelas ? Of course the fairest way to answer this is to take for investiga¬ 
tion cases where the erysipelas has followed injuries about the face and 
neck; in other words, where the local erysipelatous inflammation would 
be much the same. Dr. Frank Woodbury, to whom I am greatly indebted 
for much valuable assistance in preparing this paper, has examined for me 
the hospital books for a series of. years, and has found five cases bearing 
on the point in which the urinary analyses were recorded; two of them 
had been in the medical ward under my own care, the rest under the 
charge of my surgical colleagues. Only in one instance was albuminuria 
discerned ; and I believe the truth to be that, while albuminuria does occa¬ 
sionally happen in traumatic erysipelas about the head and face, it is less 
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constant and marked than in the idiopathic variety. Here are a few cases 
having reference to these statements :— 

Case VII. Traumatic Erysipelas; Delirium but no Albuminuria 

while under Observation. —Fred. S-, 29 years of age, an American 

sailor, was admitted November 10, 1873. While on a drinking bout, 
about two weeks before, he fell and struck his nose and slightly abraded 
the surface. Four days later it became painful, then tumid, sore, and dis¬ 
coloured ; this was soon followed by loss of appetite, fever, and prostra¬ 
tion, and he was laid up for three days before admission. When he 
entered the ward the swelling was just beginning to decline, but for a 
few days afterwards he had fever and muttering delirium. The urine was 
high coloured, acid, spec, gravity 1025, and contained no albumen. He 
was well November 21, and was discharged a few days later. 

Case VIII. Traumatic Surgical Erysipelas; no Albuminuria; 
Temperature 10 A?, falling to 98° on third day after admission. —John 

L-, 36 years of age, a labourer, and a man of regular habits, was 

admitted July 7, 1874, and discharged July 25, 1874. He gave the 
following history: Eighteen days before entering the ward he underwent 
an operation for removal of a tumour from his right cheek. The wound 
healed kindly in about one week. Two weeks subsequent to the operation 
(July 4) his face began to swell, and in the course of a few days became 
generally tumid, burning, and discoloured. 

Upon admission, the face was red and swollen, principally on the right 
side, and pitted slightly on pressure; the scalp was not inflamed, but was 
very sensitive. The appetite was poor, tongue yellowish, and bowels con¬ 
stipated. His temperature was 104° in the evening. The treatment con¬ 
sisted in laxatives, in iron, and in cooling applications. The urine exam¬ 
ined the next morning was found to be cloudy, acid; spec. grav. 1014, 
•but no albumen was at any time detected. He steadily improved ; 'his 
temperature after the third day remained normal, and he assisted about 
the ward for some time before he was discharged. 

Case IX. Traumatic Erysipelas; no Delirium; Transient Albu¬ 
minuria ; Sore Throat; Recovery. —Axel H-, 29 years, sailor, born 

in Sweden, came into the men’s medical ward December 20, 1873. 
'One week before, while on a carouse, he fell and cut his cheek, and 
i twenty-four hours later erysipelas set in with a chill and high fever. The 
i entire face was soon involved, the eyes being completely closed when he 
was admitted, but the disease did not invade the scalp. No delirium was 
noted after his admission. He complained of sore throat, anorexia, and 
. constipation. The urine when first examined (December 21) was high 
coloured, acid, spec. grav. 1024, and slightly albuminous. The next 
day a trace of albumen was detected, but on the 23d it finally disappeared. 
He was discharged cured January 5, 1874. 

He was treated by effervescing draught, tincture of iron, and infusion of 
< elm bark locally. 

The question just raised requires further elucidation; and I venture to 
call the attention of surgeons to the matter, as needing determination not 
only in traumatic erysipelas of the face and neck, but in all other kinds 
of erysipelas 1 . 1 To recur, however, to the albuminuria of idiopathic ery- 

1 So far as I know, the internal changes in surgical erysipelas have been systemati¬ 
cally studied only by Ponfiok (Deutsche Klinik, 1867), and in his very able paper he 
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sipelas. What is its cause ? The fact just stated, of the occasional pres¬ 
ence of albuminuria in traumatic erysipelas; the circumstance that after 
extensive burns it may be noticed ; the well-known close physiological con¬ 
nection between the skin and the kidneys, might prompt the explanation 
that the renal trouble is a secondary result of a local skin disorder. I can¬ 
not think it is so. Considering its constant, I might say almost invariable, 
occurrence; that it makes its appearance at a fixed time in the affection ; 
that while a purely local damage, such as a burn, may cause albumen in the 
urine, it yet requires to produce it a very extensive surface injury—very 
different from the comparatively slight extent of skin involved in idio¬ 
pathic erysipelas—I am led to the conclusion that the renal disturbance 
forms part of the general morbid process, which, perhaps on account of 
the close sympathy between skin and kidneys, attacks these by preference 
next to the skin. Another explanation might be, that, like the albumi¬ 
nuria of low fevers and occasionally of rheumatism, it is the result of the 
blood changes, and of the altered circulation and nutrition which take place 
in the kidneys. This may be true ; yet the constancy of the phenomenon, 
the regularity of its course, and the relation in time it evidently bears to 
certain changes in the skin, make the former explanation seem the more 
correct. But I cannot see any inconsistency in, to a certain extent, 
adopting both of these views. They both presume general causes at work 
rather than an indirect result of mere local alteration. 

Next to the kidney affection in frequency, and presenting far graver 
issues as to recovery, is the cerebral disturbance. This manifests itself 
in restlessness, disturbed sleep, headache, giddiness, but especially in de¬ 
lirium. This symptom is far more common than is usually supposed. 
In truth, in marked cases it is, I think, the rule to meet at the height of 
the disease with a certain amount of nocturnal delirium. Generally the 
mental wandering is mild; but it may be the reverse; and some epi¬ 
demics are characterized by the occurrence of early and wild delirium. 
In instances in which the cerebral disorder, especially the delirium, is 
very decided, it has been supposed to be due to an extension of the ery¬ 
sipelatous inflammation to the brain. Let us see what its cause really is. 

states that the kidneys are found in a condition of parenchymatous nephritis. But the 
descriptions, based on an epidemic in Heidelberg, are so mixed up with those of suppu¬ 
rative and pysemic trouble, that it is difficult to accept them as establishing a rule ; 
and a thorough study of pure cases of surgical erysipelas, under varying circumstances, 
is necessary to come to a definite conclusion. 

On the other hand, the frequency with which erysipelas happens in renal diseases— 
a fact which of course we must bear in mind in determining that the albuminuria in 
any case of erysipelas is not due to previous kidney trouble—is thoroughly appreciated 
by surgeons, as we learn from the forcible words of that masterly writer, Sir James 
Paget. Quoting ( Clinical Lectures and Essays') a case of chronic pyaemia, and refer¬ 
ring to the seeming transmutability of pyaemia with erysipelas, cellular inflammation, 
and puerperal fever, he notices that albuminuria is a predisposing cause of erysipelas, 
and states that it is a condition which renders a patient so liable to erysipelas that if it 
were ascertained beforehand no prudent surgeon would think of operating. 



334 Da Costa, Internal Complications of Acute Erysipelas. [Oct. 

An obvious suggestion, other than the one just alluded to, and one 
that after the investigation into the condition of the urine we have just 
been making seems very likely, is, that the cerebral symptoms may be due 
to uraemia. I do not think that they are. Stupor, coma, or convulsions, 
rather than mental wandering, are the usual features of uraemic poisoning; 
and though I believe that the want of full action in the clogged kidneys 
will keep the blood impure and aggravate the cerebral disturbance, it does 
not seem sufficient to cause it. Then I have met with instances in which 
the kidney affection was decided, and even renal casts were found, without 
delirium or any other sign of brain distress being present. This is a case 
in point. 

Case X. Facial Erysipelas with Albuminuria and Tube-casts in the 
Urine; ,no Delirium; Temperature not over 100°; Recovery. —Margaret 
C. (2105), 25 years; domestic; born in Ireland; admitted April 17th, 1873. 
Two days before entering the hospital her left eye became cedematous, hot, 
and painful, and the remainder of the face soon participated in the morbid 
action. She could assign no cause for the onset of the disease. These 
symptoms were accompanied by fever, but were not ushered in by a chill. 
The urine, examined the morning after admission, was moderately albu¬ 
minous, and contained a few granular tube-casts ; its reaction was acid, its 
specific gravity 1034, and it was dense with urates. The urine was re¬ 
examined several times daring her stay in the ward, and showed gradu¬ 
ally diminishing amounts of albumen, and on the 28th of April, when she 
was fairly convalescent, only the faintest trace was discovered. During 
her residence at the hospital her temperature did not rise above 100° F., 
and no delirium was noticed. She was discharged cured on the 1st of 
May, 1873. 

The treatment was by tincture of the chloride of iron and cool dress¬ 
ings. 

Is the brain disturbance due to the high temperature ; is it merely an¬ 
other sign of the intensity and gravity of the fever process ? Now, here 
it must be stated that as a rule the cases that present high temperature 
have more or less prominent brain symptoms, and the reverse is true. 
Yet it is because they are bad cases, and suffering from intensity of the 
poison and of the local affection, that they are apt to have alike the cere¬ 
bral disorder and the high temperature, and not because one depends on 
the other. For I have known on the one hand a high temperature to 
exist without delirium or other signs of brain annoyance, and on the other 
hand marked delirium to be present without high temperature. Here are 
some illustrative cases :— 1 

Case XI. Erysipelas following Coryza ; Albumen increasing under 
observation, but finally disappearing during Convalescence; Tempera¬ 
ture 105° ; No Brain Symptoms _Catharine H., set. 27, born in Ire¬ 

land, a domestic, was received into the Women’s Medical Ward of the 
Penna. Hospital, Feb. 15th, 1875. She had been suffering from a coryza 
for nearly two weeks, and on the day but one before admission she had a 
chill, followed by an accession of fever, and she noticed that her nose was 
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becoming red and swollen. In the course of the next twenty-four hours 
her entire face became involved. She had fever, anorexia, furred tongue, 
and constipation. 

Upon admission, it was noted that her whole face was swollen and ex¬ 
hibited an erysipelatous blush, her eyes were nearly closed, but the dis¬ 
ease had not invaded the scalp. There was considerable febrile move¬ 
ment ; temperature 104^°. 



The urine was acid, of sp. grav. 1030; it was opaque with a copious de¬ 
posit of urates, and a trace of albumen was detected, but no casts were 
found. She was directed to take the muriated tincture of iron (gtt. xx 
every three hours), alternating with fever mixture, and locally infusion of 
elm was applied. The evening temperature was 105°, the pulse 132, the 
respirations were 20. There was no delirium. 

Feb. 16. The face was ordered to be painted twice daily with a mix¬ 
ture of carbolic acid, 3j to §vij of water. 

Morning temperature 101°; pulse 120; respiration 20. Evening tem¬ 
perature 103°; pulse 100; respiration 20. 

The next morning she was ordered twelve grains of quinia sulphate 
through the day; the fever mixture nras stopped. The bowels were to 
be occasionally moved by a mild laxative. 

The face was decidedly better. The urine now contained an abundant 
proportion of albumen, but no casts were discovered. 

The temperature was 100°; pulse 96; respiration 20. In the evening 
temperature 101.5°; pulse 92; respiration 20; it was found necessary to 
discontinue the quinia, as it occasioned persistent vomiting. The follow- 
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ing day the vomiting had ceased, and she appeared to be steadily im¬ 
proving. Evening temperature 99.5°. 

On the 20th the temperature had become normal, and the iron was or¬ 
dered to be given only four times daily; two grains of quinia were taken 
with each dose without producing nausea. A trace only of albumen re¬ 
mained in the urine. 

An eczematous eruption had appeared on the forehead, the remainder 
of the face was desquamating freely. The carbolic lotion was discon¬ 
tinued, and an ointment of acetate of lead was substituted. 

Upon auscultation it was found that the first sound of the heart was 
somewhat defective ; the second was distinct—there was no murmur. 

On the next day benzoated oxide of zinc ointment was applied to the 
face, complaint having been made that the prescription of the day before 
caused smarting. 

On Feb. 23 there was no albumen in the urine ; the iron was ordered to 
be reduced to three times a day. The next morning she was out of bed, 
and in a few days was discharged. She left the hospital March 1st, 
1875, perfectly well. 

Besides this case I may refer to the record of Angus C. (Case II. of 
this paper), with a temperature more than once of 105°, yet never deli¬ 
rious ; and as an instance of marked delirium without high temperature I 
may cite the following. The thermometer only once marked 104.5°; it 
mostly ranged between 100° and 102.5°. 

Case XII. Idiopathic Erysipelas; Hebetude, Delirium; Fever Heat; 
Albuminuria disappearing during Convalescence; Pharyngitis; Re¬ 
covery _James P., seaman, 24 years of age, admitted to the hospital 

Jan. 8th, 1874, discharged cured Jan. 31st, 1874. He had been ill on 
board ship, for eight or nine days previous to his arrival at Philadelphia. 
Very little in the way of a connected account of his illness could be 
obtained from him, as he was dull and heavy and at times had much 
delirium. There appeared to be nothing to warrant the supposition that 
he had received any wound or scratch, nor, indeed, could he remember 
having been injured. 

Upon admission his face was markedly swollen, the eyes were com¬ 
pletely closed, his throat was so sore that he was scarcely able to swallow. 
The dusky redness of the skin covered the face, extending from the roots 
of the hair well down on the neck. The urine was of a dull amber colour, 
contained many urates, was acid, of sp. gravity 1020, and decidedly albu¬ 
minous. The pulse was 80, and the respirations 24 to the minute; the 
axillary temperature was 101°. He was ordered to have twenty drops of 
the tincture of the chloride of iron every hour, whiskey four ounces daily, 
lead-water and laudanum to the face, and as much milk as he would use. 

The next morning his condition was about the same; the urine was still 
albuminous. Treatment was continued. 

Jan. 9. Morning, pulse 86; resp. 20; temp. 100°. Evening, pulse 
96 ; resp. 30 ; temp. 102°. 

10th. Morning, pulse 90 ; resp. 24; temp. 99. As he was not passing 
much urine, he was ordered two drachms of bitartrate of potassium to be 
dissolved in water and taken night and morning. A mixture of Monsel’s 
solution and glycerine was applied to the throat, and the surface of the 
body was directed to be sponged off freely with water. Examination of 
the heart showed the following signs: the first sound was short, and the 
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impulse was deficient in vigour, almost like a typical fever heart. The 
second sound was very distinct. The pulse was of fair volume and 
moderately compressible. The kidneys were acting well, and the bowels 
freely opened. 

11 th. Morning, pulse 90 ; resp. 18; temp. 101°. Evening, pulse 90; 
resp. 18; temp. 98°. 

12th. Morning, pulse 92 ; temp. 102.5°. Evening, pulse 96; resp. 18; 
temp. 104.5°. Iron directed to be given only every three hours. 

13 th. Morning, pulse 84; resp. 18; temp. 100°. Evening, pulse 
84; resp. 18; temp. 103. His mind was somewhat clearer, but there 
was still considerable delirium ; he was now able to open his eyes, but his 
tongue continued to be dry and coated in streaks. The urine had been 
examined daily; it continued albuminous, though in a decreasing degree. 
The whiskey was increased to eight ounces daily, in milk punch. 

lith. Morning, pulse 88; resp. 18; temp. 101.5°. Evening, pulse 
84; resp. 24; temp. 101.5°. The patient was doing well and getting 
stronger, although there was still some wandering at night. The urine 
was not albuminous for the first time since admission. 

15fA. Morning, pulse 88; resp. 18; temp. 100.5. Evening, pulse 
80; resp. 18; temp. 101.5°. 

16 th. Morning, pulse 74; resp. 18; temp. 100°. Evening, pulse 
78 ; resp. 18 ; temp. 98. It was now noted that his face was less swol¬ 
len ; he could open his eyes; his throat was so much better that he 
swallowed with ease. The mind was clear. The whiskey was reduced to 
six ounces daily. 

On January 17th the urine was examined and found to be of neutral 
reaction, specific gravity 1012; it contained no albumen. No tube 
casts were seen on microscopic examination. From this date he steadily 
improved in strength until he felt well enough to return to his duties on 
ship-board. 

The brain symptoms of erysipelas have been, as already stated, generally 
attributed to an extension of the inflammation to the brain. And this 
view, not long since the only one, and ably advocated by such writers as 
Sir Thomas Watson and Trousseau, as at least of frequent occurrence, is 
still very prevalent, as may be judged, for instance, by the statement in 
Niemeyer’s well-known text-book : “A far more serious but less common 
complication is the extension of the inflammation from the scalp to the 
meninges.” Now, not wishing to be biased by my own observations, 
which had given me a very opposite result, and to which I shall presently 
refer, and desiring to ascertain on what this commonly-received dogma, 
repeated by author after author, was based, I have searched in numerous 
publications in the hope of coming across some well-attested case of this 
erysipelatous inflammation of the brain or its membranes. But all in vain 
have long lists of hospital reports, -of journals, and of monographs been 
examined. I find, indeed, cases in which local trouble about the bones of 
the head has been attended both by meningeal thickening and by erysipela¬ 
tous inflammation of the scalp and face; I have found thrombosis of the 
sinuses alluded to rather than described ; I find instances where extravasa¬ 
tions of blood have taken place near the cranial bones, and there has been 
No. CXLVIII— Oct. 1877. 22 
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very considerable hypenemia of the membranesbut I have sought in 
vain for such a post-mortem record of meningitis or cerebritis, or even of 
thrombosis, as would fairly satisfy the requirements of modern pathology. 

The opportunities just alluded to of instituting inquiry in cases of ery¬ 
sipelas with marked cerebral symptoms have shown me how very small is 
the amount of local lesion discernible. I have made, or been present at, 
autopsies in five thoroughly typical cases. Not in one was the least sign of 
inflammation to be discovered; some fulness of the vessels of the mem¬ 
branes, a kind of venous turgescence, yet not extreme, was found; but no 
lymph, no pus, no thickening, no patches, were encountered. The brain 
structure itself seemed normal, and in parts anaemic. There were no 
emboli in the minute vessels. Examined microscopically the brain struc¬ 
ture was healthy, though it is fair to state that the microscopical inquiry 
was not made with the aid of processes just now employed in investiga¬ 
tions of the nervous system, and with which, perhaps, different results 
might be obtained. I cannot help thinking that the nerve-cells would 
show some deviation, perhaps a granular change. But this is a matter for 
future research. To the naked eye, and the ordinary exploration with 
even high powers no alteration is discoverable. 

I subjoin a case of cerebral erysipelas, if this questionable name may 
be applied to erysipelas with most decided cerebral symptoms, in which a 
minute examination of the brain and other viscera was made. 

Case XIII. Erysipelas of the Face with marked and persistent Deli¬ 
rium, finally Coma and Death; Autopsy; Microscopical Examination 
of Brain and other Organs.. —Edward P. J., 35 years of age, was admitted 
into the Men’s Medical Ward of the Pennsylvania Hospital Feb. 23d, 
1865, suffering from well-marked erysipelas of the face. He attributed 
the attack to a slight scratch on the side of his nose, which he noticed had 
felt very sore about five days previous to entering the ward, and the next 
day, the fourth before admission, his face began to swell, and in a short 
time his eyes were completely closed. He had two or three chills in the 
short time that elapsed before coming under treatment. He was feverish 
and restless at night, he had not eaten anything for four or five days, and 
stated that he had not slept in that time. The tongue was moist and not 
coated; his bowels were quite loose. The pulse was 120, and of moderate 
volume. He was directed to take twenty drops of the tincture of the 
chloride of iron every two hours, and mucilage of elm was applied to the 
inflamed surface. 

The disease did not involve the hairy scalp, but the inflammation was of 
such high grade as to produce a hard swelling and vesication on the fore¬ 
head, the exudation drying into brownish crusts, like eczema. During 
the next few days this vesicular and hullous eruption spread over the face 
and covered it with a mask. The eyes remained closed, and the disease 
extended slightly on the scalp. The tongue became decidedly dry, the 
gums were red, the fauces congested, and there was some difficulty of 
swallowing. There was no enlargement of the parotid glands. The 

1 As in the case of Almstrom, quoted in Schmidt’s Jahrluchcr, No. 11,1876. 
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throat was directed to be brushed daily with a 20-grain solution of nitrate 
of silver. 

The sleepless and restless nights continued, and although he answered 
intelligently and had no marked delirium, it was noted on the 25th that 
he began to see strange objects. The pulse remained at 120, but was 
evidently losing strength and volume. He had been taking a small amount 
of wine since admission, which was now changed to four ounces of whiskey 
daily, in milk punch. He was also ordered two grains of quinia sulphate 
every two hours. 

It was observed, Feb. 26th, that he had slept pretty well during the 
night; his throat was not so sore, and there was less difficulty in swallow¬ 
ing. He was brighter, and his diarrhoea was less annoying. It was re¬ 
ported that he had been “ out of his head,” talking and crying out in his 
sleep during the night. His pulse, in the morning, had fallen to 108, and 
at noon was 96; it was not tense, but perhaps rather fuller than the day 
before. The redness showed no further tendency to spread, but seemed 
to be diminishing. The site of the hard mass on the forehead was covered 
with gray bull®, but the hardness itself had disappeared. 

The next day his pulse was 112 and still feeble, although he had taken 
whiskey each hour during the night from twelve o’clock to six in the 
morning; the first sound of the heart was lacking in volume. His diar¬ 
rhoea had improved, but his mind wandered constantly, and he was so 
restless that it was found necessary to tie him in bed. He coughed occa¬ 
sionally, but on examination no abnormal sounds could be heard in the 
chest and the lungs were clear on percussion. The urine showed a great 
increase in the urates and phosphates, the chlorides were present in about 
the usual proportion. Specific gravity 1026, reaction alkaline. A trace 
of albumen was present, but not enough to produce a precipitate by boiling. 
These characters were found to persist in several examinations made 
during the progress of the disease, except that the amount of albumen 
was sometimes slightly increased. 

No exacerbation of the local manifestation of the disease took place, but, 
on the contrary, the face became less puffy and discoloured. The patient, 
however, continued very restless, and became violently delirious ; talking 
all the time, and paying no attention when addressed. 

On March 1st he was still unconscious, but was becoming stupid and 
dull, instead of restless as before. His pulse was 90 to 95, but still feeble. 
The swelling had so far diminished that he could open his eyes. His 
bowels were regular; opened every other day. The tongue was dry. 
Moist rales were detected in the chest. During the next few days the 
delirium became less demonstrative and noisy, and subsided into muttering, 
and finally into coma with stertorous respiration. March 5th his pulse 
was 132, he was still unconscious, and considerable muscular trembling 
was present. The subsultus increased, the pulse became fluttering, and 
he died, comatose, on March 8th, 1865; death being directly due to as¬ 
thenia. 

Autopsy. —Heart: Pale and flabby, but of normal size. Lungs : Con¬ 
gested posteriorly, and mottled; from the cut bronchial tubes muco-pus 
exuded ; a small mass of old tubercle was found at the apex of the right 
lung. Spleen : Had a dull, leaden look ; it was somewhat enlarged, though 
not to a great extent; structure was firm. Kidneys : Of about the normal 
size, slightly congested. Liver : Of normal size ; section showed a pale 
yellow surface. Brain : Of normal consistence ; venous trunks full; mem¬ 
branes congested, free from patches or irregularities; brain structure ap- 
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peared normal; the ventricles contained no appreciably augmented amount 
of fluid. 

Microscopic Examination _Heart: Granular; transverse striae in some 

places obliterated, in others present; the appearance of the fibres very 
much changed ; marked granular degeneration. Liver: Most of the cells 
preserved their nuclei, but were mixed up with much granular debris; 
liver-cells, on the whole, very granular, in part fatty. Brain and Men¬ 
inges : Examined in many parts, were normal in their structure. Kid- 
neys: Capillaries distended with blood; the tubes were packed with 
swollen, granular epithelium, and frequently crystalline masses, believed to 
be urates, were observed. 

On reviewing, then, the cause of the cerebral symptoms, we find them 
not owing to uiiemia, not to high temperature, and not, even if we grant 
the possible occurrence, in the vast majority of instances, to meningitis. 
To what, then, is the delirium due ? I think it is, like the delirium of 
fevers, produced either by the changed blood and disturbed circulation and 
brain nutrition, perhaps by the direct effect of the poison on the nervous 
system, or by both causes concurring. Then, in idiopathic erysipelas, 
erysipelas of the face and scalp as it so commonly is, we have also a local 
cause acting. It is easy to see how the swelling and the altered state of 
the external circulation, may give rise to both venous turgescence and want 
of supply of arterial blood in portions of the brain. In a therapeutical point 
of view, it is evident how important it is to understand the cause of the 
cerebral symptoms, to know at least that they are not due to inflammation. 
The treatment I pursue in most cases of erysipelas is, as may be readily 
gathered by the records in this paper, a local treatment with some mild 
demulcent, very often with infusion of slippery elm, while, internally, the 
tincture of iron with or without quinia is freely used, and in some in¬ 
stances the latter alone is resorted to. Now is it necessary to stop this 
treatment in cases with cerebral symptoms ? It is not. I have had the 
best results by continuing it. I certainly advise quinia to be used. But 
I also generally resort to stimulants, give an occasional saline purge, and, 
remembering the state of the kidneys, see that the urinary secretion is 
freely kept up. Where the sleeplessness is very marked, opium or chloral 
may be employed. 

Before dismissing the subject of the cerebral symptoms in erysipelas, let 
me mention a few points of purely clinical interest. One is, that the de¬ 
lirium may really be the outbreak of mania-ii-potu, and appear at any 
time in the malady. It came on late in this case— 

Case XIY. Facial Erysipelas in a Drunkard coming under Observa¬ 
tion on the fifth day; Albuminuria ceasing five days later ; Delirium 
Tremens during Convalescence from the Erysipelas.— John K., 32 years 
of age, a labourer, was admitted into the hospital Feb. 19, 1874, and 
discharged as cured March 5, 1874. He had been sick with inflamed face 
for four or five days prior to entering the ward. He could give no parti¬ 
cular cause for the disease, but he had evidently been drinking hard for 
some days. On admission, the left side of his face was puffy, red, and 
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shining, and the upper eyelid was eechymosed and completely closed. His 
temperature was 101°, and marked restlessness and fever were observed. 
The urine was albuminous, of spec. grav. 1024, and acid in reaction. 
Tincture of iron was directed to be given in twenty-drop doses every two 
hours, and local application of lead-water and laudanum was employed. 
Five days later no albumen existed in the urine, the red flush was less 
marked on the face, and he was able to open his eyes; but the next day, 
without any apparent exacerbation of the original illness, which was 
rapidly declining, he became violently delirious, requiring him to be 
strapped in bed and afterwards confined in a cell. 

On Feb. 27 he was still nervous, but his mind was clear; he had 
greatly improved on quinia, bromide of potassium, and a small amount 
of whiskey. He now rapidly became convalescent, and had no further 
trouble. Some induration remained in spots on his forehead, but they did 
not suppurate. 

Another feature I may mention about the delirium is, that it, in fact 
that all the cerebral symptoms, may be passing away, and the erysipelas 
break out in fresh directions, and lead by its local extension to fatal issue. 

Case XY. Erysipelas with Violent Delirium; Lightening of the 
Cerebral Symptoms; Erysipelas extending to the Larynx and Lungs; 

Death _Mr. L., age 54, seen with Dr. Heritage. The patient was a 

prominent politician, and a free liver. He had the most extensive erysi¬ 
pelas of the face, head, and neck, and the duskiest hue of surface I have met 
with. He was delirious almost from the onset of the malady—a violent, 
fierce delirium at times. The urine examined after he had been ill for 
three or four days was found to contain a moderate amount of albumen. 
The case lasted about ten days. For forty-eight hours prior to death the 
cerebral symptoms greatly improved, the mind was for the most part clear. 
But the erysipelas, while markedly lessening on the face and neck, began 
to travel down the throat. Great swelling of the fauces, subsequently 
oppression, short irritative cough, and loss of voice, happened. The 
tongue was dry, and rough. The patient was treated with iron, quinia, 
and freely stimulated. But he died from exhaustion, and the extension 
of the erysipelas downwards ; for altered breath-sounds and rales showed 
that the lungs were becoming involved. Treatment to the throat by iron, 
as well as by nitrate of silver, was much interfered with by the local swell¬ 
ing ; operative interference was clearly useless. 

There are other internal affections we meet with in erysipelas which 
may be alluded to. Some are the direct result of the extension of the 
morbid process to the mucous membrane; in others the trouble originates 
within, or leads to remote complications. The throat is often attacked by 
a spreading of the inflammation ; and it is common to find the palate and 
fauces, and even the tonsils, red and swollen, and occasioning difficulty in 
swallowing. Pharyngitis is very usual, and will be generally seen if 
looked for. At times the erysipelatous inflammation begins in the throat 
and works its way outwards; or starts in an old nasal catarrh, passes to 
the throat, and thence to the face. I have seen several instances of both 
of these forms of erysipelas. Further, it may happen that the throat is 
red and shining, and fluid collects in little bags, and that there is great 
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difficulty in swallowing. The trouble is chiefly in the palate, half-arches, 
and posterior wall of the pharynx ; the glands of the neck are but slightly 
or not at all swollen. The whole appearance is decidedly that of erysipelas, 
and the affection has been described as erysipelas of the fauces. Its tend¬ 
ency is to spread downwards, not to show itself on the face. Of course, 
in default of erysipelas appearing there, the diagnosis remains doubtful. 
1 have seen at different times in consultation three cases of this throat 
trouble. I regret that the urine was not examined. From my present 
knowledge of its being so commonly albuminous in erysipelas, I suspect 
that it will be found so in cases of the kind, and that thus their nature 
may be ascertained. 

In its 1 progress downwards, erysipelas, starting on the face, may spread 
to the larynx, producing laryngitis and oedema of the glottis, and may pass 
on into the lungs. Several instances of the kind are recorded in this 
paper: (Cases IV., XV.; in Case XIII. there was a marked pulmonary 
complication, although the evidence that it was due to extension is not so 
clear.) Of true pneumonia thus arising I have never seen an example, 
though such cases have been described. The lesion I have met with is a 
bronchitis of the finer tubes with considerable pulmonary congestion. 
One instance of pleurisy, complicated with pericarditis (Case XVII.), has 
come under my observation. 

Diarrhoea is an occasional symptom, and lesions of the solitary glands 
and of Peyer’s patches, enteritis, especially duodenitis, intestinal hemor¬ 
rhages and ulcers in the duodenum 1 have been recorded as enteric compli¬ 
cations of idiopathic erysipelas. Enlargement of the spleen is stated by 
Friederich 2 to be an almost constant accompaniment of facial erysipelas, 
and often to reach such a degree that the organ projects from under the 
ribs. Peritonitis as an attendant upon erysipelas I met with in one 
instance. It occurred in a young man just recovering from facial erysipe¬ 
las, and the tenderness, abdominal pain and distension were such as to 
leave no doubt in my mind of the nature of the trouble. The patient 
recovered ; but recovered slowly. 

That pyaemia and metastatic abscesses follow erysipelas is a common 
belief. I have not myself met with any cases, probably because my ex¬ 
perience is derived from medical cases. And as regards less clearly 
defined conditions of blood poisoning, very likely many of the obscure 
symptoms of depression and ill health and general disorder that we observe 
after attacks in some persons may be due to impure blood. On this point, 
however, we cannot speculate with any certainty. We do not know 
enough of the condition of the blood in erysipelas. Virchow states that 
the fibrine is increased; Walter Moxon and Goodhart 3 confirm the 
opinion that there is an excess of white cells in the blood of erysipelas. 

1 Malherbe, Archly. Gin., 1865. a Klinlsehe Yortrage, No. 75. 

* Guy’s Hospital Reports, vol. xx. 3d ser. 



1877.] Da Costa, Internal Complications of Acute Erysipelas. 343 

“ In one case as many as sixty leucocytes in the field were found, the 
average being twenty-fiveBristowe 1 writes “ that in the early stages of 
the disease the blood contains an excess of fibrin and of white corpuscles, 
but subsequently tends to assume the characters commonly observed in the 
later stages of febrile disorders.” Yet a good many of these observations 
were evidently made on the blood in surgical erysipelas, complicated, as 
this often is, with the history of all kinds of injuries and accidents, and 
we need further knowledge before we can attempt to draw fixed conclu¬ 
sions as to the blood and the result of its changes in idiopathic erysipelas. 

One of the most important of the internal complications of erysipelas 
is found in the state of the heart. It consists in a granular degeneration, 
like that we observe in idiopathic fevers. The organ is flabby ; the impulse 
is not well-marked; the first sound becomes defective, and is sometimes 
replaced by a short murmur ; the second sound is distinct. In a number 
of the cases reported in this paper this state of the heart is mentioned, 
and the autopsy in several showed what the condition of the organ was. 
(See especially Case XIII.) To these I will add the following record, 
in which weakness of circulation and delirium, with great nervous pros¬ 
tration, were prominent features. 

Case XYI. Erysipelas following a Scratch of the Face , ushered in by 
Chills ; Eczematous Eruption; Faucitis ; Diarrhoea ; Delirium ; Albu¬ 
minuria ; Autopsy showing Congestion of Internal Organs and Flabby 
Heart —Edward J., ait. 35, a native of Ireland, was admitted into the 
Hospital Feb. 23d, 1865. He acknowledged being intemperate in his 
habits, but had not been drinking to excess for some time. Erysipelas 
appeared three or four days before admission, the exciting cause, in his 
opinion, was a scratch he had received on his nose a few days previously. 
The inflammation rapidly spread over his face, but did not invade the 
scalp. Prior to admission he had two or three chills, followed by con¬ 
siderable febrile movement with great restlessness and insomnia, the 
bowels were very loose. 

Upon admission his features were much swollen and both eyes were 
closed; scattered vesicles and bullae were noticed here and there on the 
surface, and the exudation had dried in places forming scabs, presenting 
an appearance like eczema. 

He was ordered tincture of iron every two hours, with a small amount 
of wine, and good nourishing diet. Mucilage of elm was applied to the 
face. To control the bowels a two-grain opium suppository was ordered 
to be given as occasion required. 

Two days later the face was still red and swollen, and the disease 
appeared to be advancing on to the scalp. The eyes were still closed, and 
the features were covered by a brownish crust. The gums were red, the 
tongue was decidedly dry, the fauces appeared congested. There was 
difficulty of swallowing, but no enlargement of the parotid glands. 
During the night he had muttering delirium, yet slept well at intervals. 

The urine was slightly alkaline and cloudy, of sp. gravity 1026 ; it con¬ 
tained a small amount of albumen, but no tube casts were found. The 


1 Theory and Practice of Medicine. 
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chlorides were present in about the normal proportion, the phosphates 
and urates were in excess. 

During the next week the patient improved apparently in some respects, 
the diarrhoea came under control, the face became less swollen, and there 
was no exacerbation of the disease. But he continued to be flighty, and 
became so restless that it was necessary to strap him to the bed. Opiates 
gave him some sleep, but did not improve the delirium. The pulse con¬ 
tinued accelerated and feeble; the first sound was feeble; he had some 
cough, but no lung complication was detected. The stimulant was given 
in larger quantities. 

On March 2d a slight increase of the albuminuria was observed, and on 
the 4th the swelling returned in his face ; he now became very restless 
and delirious, and did not sleep during the night. During the next few 
days the patient fell into a condition of hebetude, and from this into coma 
with stertorous respiration, and died on the 8th of March; the illness 
being characterized throughout its course by weakness of the circulation 
and prostration of the nervous system quite disproportionate to the local 
disease. 

Autopsy _Heart was found pale and flabby; the walls did not seem as 

firm as normal, the cavities were of natural size. Lungs were congested 
and mottled. Spleen somewhat enlarged, although very slightly. The 
surface was of a dull leaden appearance; the proper structure was firm. 
Kidneys normal size, but congested. Liver of usual weight; pale yellow 
on section. Brain of normal consistence. Membranes congested. Ven¬ 
ous trunks full. No evidence of inflammation. Brain structure normal. 

Now the condition of the heart referred to is one that easily becomes 
complicated with a short mitral murmur due to functional disturbance of 
the valve, and which is the more readily produced on account of the altered 
condition of the blood. It is not difficult to understand how this state of 
things may be mistaken for endocarditis. This, I take it, is the explana¬ 
tion of the great frequency of endocarditis which Sevestre 1 supposes to 
happen in facial erysipelas, usually in a latent form, and of which he im¬ 
plies that it calls for the same care in examining the heart as is required 
in acute rheumatism, hut also remarks that it generally disappears when 
the erysipelas is over. A similar statement is made by Jaccoud, 8 who, 
moreover, mentions that the first outbreak of the malady may show itself 
in the heart. Since reading the opinions of these distinguished clinicians, 
I have carefully examined the heart in every case of erysipelas that has 
come under my notice, and I have found simply the physical signs above 
mentioned, which coexist with a condition of muscular change in the 
organ with which I had long previously been familiar. Still I do not deny 
the occurrence of endocarditis and kindred alterations; I merely deny 
the frequency, and explain differently the signs by which the disease is 
supposed to be indicated. It cannot, I think, be gainsaid in the face of the 
statement of Sevestre that at the autopsy the lesions of endocarditis have, 
at times, been detected, attended with swelling of the valves and with de- 


1 Manifestations Cardiaques dans 1’ErysipSle de la Face. ThSse de Paris, 1874. 
3 Lejons de Clinique Medicale faites a l’H8pital Lariboisiire, 1874. 
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generation of the myocardium; or, that he has occasionally known the 
lesion persist and be accompanied by grave disorder of the circulation. 
Nor can the possibility of its existence be questioned when Jaccoud tells 
us that he has seen an instance in which a man, dying on the ninth day 
of an idiopathic erysipelas, was found to have myocarditis, with a slight 
inflammation of the mitral valve. Pericarditis he also mentions as hap¬ 
pening ; and pericarditis, as this case proves, I have met with. 

Case XYII_ Phlegmonous Erysipelas seen on the second day ; the 

Urine containing Fibrinous and Granular Casts and Albumen; Attach 
of Pleuro-pericarditis ; Discharged perfectly well. —Robert O’R., aet. 22, 
labourer, admitted into the hospital December 31, 1868, having suffered 
for twenty-four hours with facial erysipelas, beginning on the right cheek. 
When he entered the ward there was a deep erysipelatous flush over the 
entire face, but the scalp had escaped. Considerable febrile disturbance 
existed. The urine was found to be orange-coloured, acid, sp. grav. 1025, 
and contained about one-fifth albumen. Chlorides were abundant. Micro¬ 
scopical characters: fibrinous and granular casts in great numbers were 
present, with some renal epithelial cells and leucocytes. 

On the day after admission it was discovered that a small abscess was 
pointing on the right side of his neck, this was opened, and from that time 
the erysipelatous inflammation steadily decreased, disappearing entirely on 
January 8th. Ilis treatment was by tincture of iron and quinia Before 
convalescence had fairly set in the recovery was delayed by an attack of 
pericarditis, and of left-sided pleurisy with effusion. The pericardial 
friction was very marked. He had, however, entirely recovered from the 
trouble by Jan. 25th, when the urine being again examined was found to 
be pale yellow, alkaline, of sp. grav. 1019, with a small deposit of phos¬ 
phates and some granular cells, but it contained neither albumen nor casts. 

In bringing this paper to a conclusion, it seems scarcely necessary to 
point to the evidence afforded of idiopathic erysipelas being more than an 
inflammatory affection of the skin. Why are kidneys, liver, heart, lungs, 
and blood so markedly implicated if it be but a local disorder ? That the 
disease may start in abrasions or slight injuries, as we know it often does, 
is not an argument against its general character. The poison, whatever 
it be, may find in the damaged part a nidus. Concerning the nature of 
the poison we are much in the dark. The fashionable bacteria have been 
summoned to explain it. But, without agitating this interminable question, 
I may state that if we can put observations on the internal lesions in sur¬ 
gical erysipelas side by side- with those of the idiopathic malady and com¬ 
pare the results carefully, we shall have made a step in settling at least 
whether the poison in so-called medical erysipelas is similar or dissimilar 
to the erysipelas of wounds and injuries; and I venture to hope that this 
imperfect sketch of mine will be supplemented by one of those brilliant 
contributions to professional knowledge which hospital surgeons are now 
so constantly making. 



